Thispaper discusses the clinical implications ofour current knowledge about children exposed to violence. It highlights a number of typical case scenarios in which mental health professionals have responded inadequately to the issue ofviolence. Alternative strategies for assessing and treating children exposed to violence are offered which have both therapeutic and preventative value. Finally, a family based assessment and treatment approach, which may be appropriate in a number of cases, is suggested.
T he impact of exposure to violence on children has been outlined in the preceding paper: Children's Observations of Violence: I. Critical Issues in Child Development and Intervention Planning. Briefly, the effects of witnessing violence have been documented by clinical researchers in a number of recent studies (1-5). These studies have investigated the wide range of behavioural and social adjustment problems shown by children who have witnessed family violence. Typically, these children exhibit patterns of maladaptive behaviour, with higher levels of internalizing and externalizing behaviours than is seen in children who have not had this experience. They share with other traumatized children a constellation of symptoms including anxiety, helplessness, sleep disturbances, and somatization which are consistent with the child's stage of development and the severity of the trauma they have experienced.
Children who witness family violence are at risk, both in the short term and long term, for behavioural and emotional difficulties which have a significant impact on their interpersonal relationships.
Short term effects include behaviours ranging from extreme inhibition and passivity on the one hand to impulsivity and aggressiveness on the other. Children who present clinically may tend towards one or other end of these extremes, or demonstrate fluctuating behaviour problems dependent on the environment and interpersonal circumstances. Children who bully, intimidate, threaten, etc., display behaviours in the community that they have seen in the home. These children cannot interact appropriately and use bullying as a tactic to get their own way. They suffer from peer isolation and are feared by other children. In the extreme case, they may be completely isolated by peers and intensely disliked by both peers and teachers, who are the brunt of their aggression on a daily basis. Social skills are poorly developed and impulsivity pervades every area of their lives. School work suffers and they are unable to calm themselves sufficiently to accomplish tasks. Because of their high levels of anxiety, these children may be misdiagnosed as hyperactive children with an attention deficit disorder.
Other children who witness violence show a lack of initiation in social situations and pervasive passivity in dealing with others. These children are frequently disappointed in their relationships and see their own actions as useless and ineffective when dealing with more powerful children. Avoidance of social interaction may be adopted as a solution, one which increases feelings of alienation and fear. Children who are deeply inhibited as a result of witnessing violence may become emotionally detached to avoid experiencing their own anger. In many instances, it is an attempt by the child to dissociate himself from the angry parent. Their lack of assertiveness is often expressed in under-achievement at school. In addition to the symptoms noted above in children who have witnessed violence, there is a tremendous fear on the part of children that violence will result in the disintegration of the family. For these children, there is the very real fear of losing both parents. An abusive parent is a threat to the physical survival of family members, and an abused parent is a threat to the emotional survival offamily members. In addition, children's symptomatic behaviour in abusive families is a function of family discord generally, including illness, disadvantage, psychiatric difficulties, and intergenerational transmission processes, all of which are significant target areas to be assessed in an attempt to lessen risk factors and enhance protective factors (6) .
Long term effects occur through the intergenerational transmission of a family culture of violence, via a belief system that sees violence as a logical outcome of conflict in relationships (3, 7) . For the child witness, it is a process that includes Vol. 35, No.6 modelling of learned behaviour, incorporation of parental models along gender lines, identification with both the aggressor and the victim, and the assimilation of attitudes and values that perpetuate a cycle of violence in the family, particularly attitudes that foster and condone aggression towards women (8) . Children who have witnessed the father's violence towards the mother in the home are at risk for identifying along gender lines with their parents' respective positions and will likely incorporate that marital relationship into their model of marital interaction for future relationships (9, 10) . They also adopt the rationalizations involved in being a perpetrator of violence or a victim of violence, which include ideas such as "the man is boss," "she provoked it" and' 'you have to put up with it. " These identifications with parents and the assimilation of pervasive parental attitudes about violence and intimidation in relationships have serious consequences for children's relationships in the long term.
A general consensus is emerging among clinicians involved in dealing with violence against women that children who witness violence are not only more disturbed in their interpersonal relationships than other children but are at significant risk to repeat the dysfunctional relationship patterns that they have learned in their family of origin with their future spouses. They are confused about themselves as young persons and show a number of inappropriate attitudes towards members of their own sex and those of the opposite sex (11). The lessons that children learn from violent parents essentially condone violence as an appropriate form of conflict resolution and as a homeostatic regulator of family interaction. Particularly disturbing are the politics of power between men and women that invites children to adopt the view that father's violence towards mother can be rationalized and accepted. One therapeutic intervention that has emerged in recent years to counteract the effects of these beliefs on children and families heavily emphasizes adaptive thinking processes and interpersonal problem solving skills that can be taught to children (12) . Group counseling approaches for children which promote children's emotional and cognitive mastery to aid recovery from family trauma are also emphasized (13) . While these approaches ameliorate many of the attitudes and beliefs that children have towards violence, they do not necessarily effect changes in the pattern of family violence and intimidation in the home or the prominence that violence or violent themes continue to have on the lives of many of these families. Early intervention programs that challenge attitudes about aggression and family behaviour and that promote skills for resolving interpersonal problems would be enhanced by family treatment approaches that deal directly with the pervasive effects of family violence on all areas of family functioning.
The Clinical Presentation of Violence
Referrals to agencies for family violence seldom are made on the basis of violence as the presenting problem. Usually, there are many other problems identified that are not explicitly related to patterns of family violence but highly suggestive of it. The following brief vignettes will outline the typical patterns of referral to children's mental health services.
Case Example 1
John, age 11, was referred by his family doctor for behaviour problems occurring both at home and at school. His mother was unable to manage him and he was often "mouthy" and obnoxious to her. He apparently "respected" his father who was said to have quite a temper himself. The mother left the home on a couple of occasions with the children, and she was reported to be very concerned about what was happening in the family. The clinician assessed John's behaviour and diagnosed a conduct disorder with the added formulation that' the parents undermined each other with respect to discipline, resulting in no effective consequences or limit setting for John. Wife battering and domestic violence were not identified in the referral and were frequently overlooked by the clinician in the assessment of the dynamics. The children were not questioned directly about family violence and the discussion focused on other areas of family dysfunction that the clinician was more familiar with. John's "conduct disorder" escalated in severity with increasing efforts by school and mental health professionals to change his behaviour. The role of witnessing violence in the etiology of his problem was never addressed.
Case Example 2
A referral was made by the school for two brothers, Tim, age 9, and Billy, age 7, who were showing high levels of aggressive behaviour in their interaction with peers. Both boys had poor impulse control and lashed out whenever they were frustrated. Smacking and hitting were a normal part of interaction with other children, and their behaviour in the school yard was frequently described as "out of control." They required the constant attention of the teachers in order to remain focused on their work. Both children responded well to structure and predictable routines in a classroom, but had difficulty with concentration and attention. Billy confided in his teacher that he had seen his father slap his mother on a number of occasions, and that they argued all the time. Billy's teacher described him as being very sad and confused during these discussions by the violence he had witnessed. In the initial assessment, the parents denied that they had any problems in dealing with the children at home and suggested that it was the school's problem and should be dealt with there. The couple was reluctant to discuss their relationship and kept the focus of the interview on the children's problems at school. The issue of violence was not raised in the family interview, and the children were not asked to give an account of how their father's violence affected their mother and themselves. The assessment did not penetrate beyond Tim's and Billy's classroom behaviour.
Case Example 3
The Brown family was referred by Family and Children's Services because of the effects of violence on the children. Dana, age ten, and Mark, age four, had witnessed numerous episodes of Mr. Brown assaulting his wife in the home. The children stayed with their mother for two months at a women's shelter. Subsequently, the parents reconciled and the family was referred because of the ten year old girl's headaches, sleeping problems, stomach aches, and problems in concentrating at school. The boy, who was seen by observers as being out of control, was not viewed as a problem by the parents. Both parents admitted that violence had occurred in the marriage but rationalized its presence as the consequence of alcohol and work stress. They made no connection between the child's presenting symptoms and the violence that the children witnessed in the family. The clinician assessing the family was concerned by the parents' rationalizations and lack of insight, and saw the problem as parental collusion around a pattern of violence that locked both of them in a reciprocal process that maintained the violence. The clinician did not enquire about how power was abused in the family or how the wife, as victim of violence, was psychologically, socially, and economically constrained from making a choice as long as she continued to live in an intimidating environment. The parents never returned after the initial assessment interview. The clinician made a referral back to Family and Children's Services for a supervisory role. Family and Children's Services closed their file after the mother claimed that Mary was feeling better and things were running more smoothly in the marital relationship.
These anecdotal examples attempt to capture the flavour of the difficulties that the clinician faces in dealing with family violence. In the prototype case of family violence, there is an underorganized family system, parents with low selfesteem and poor parenting skills, an unequal power relationship between husband and wife, and inhibition and aggression exhibited by the children. There is inevitably a belief system that rationalizes and excuses violent behaviour by the father towards the mother. There is usually an extensive and pervasive influence of violence and intimidation in all areas of family life and a clear pattern of intergenerational transmission, which supports these generalizations and rationalizations. Violence functions as a coercive regulator of family relationships in the domains of power, sexuality, communication, and control. Patriarchal influences dominate family life to varying degrees and instruct the behaviour of both the oppressor and the oppressed. In young boys, a pattern of under-control is exhibited and very high levels of sibling aggression is commonly expressed by kicking, punching, biting, hitting, slapping, tripping, spitting, poking, prodding, pulling, and aggressive horseplay. These patterns are repeatedly enacted by family members in keeping with the dominant family emotion, in which the majority of communication occurs through "action language" expressed in the form of uncontrollable aggression. Relationships between sibs are marked by high levels of sibling rivalry and jealousy, with punishment, intimidation, exploitation, and scapegoating passed down the sibling hierarchy from eldest to youngest. These patterns coexist with patterns of caring, rescuing, nurturing, playfulness, and cooperation which oscillate with the more destructive patterns in a Gestalt that regulates interpersonal relationships in a particularly repetitive and rigid way. These patterns are frequently punctuated by a series of crises, which can be viewed as failed attempts to restructure the family system in a more functional way.
Levels of Intervention
A distinction is made between first and second phase intervention to ensure that basic safety needs are met first and that responsibility is owned for acts of violence before proceeding therapeutically with a family. First phase intervention includes the immediate protection of the mother and children through the services of a shelter for battered women, and the empowerment of the mother by involving her in a supportive network of relationships that offer a temporary refuge from the violent relationship. Advocacy includes both legal and counseling interventions and the reappraisal of the woman as a separate and individuated person, distinct from marital and parental roles. Formulating new directions and choices are crucial components of the intervention. Child advocacy attempts to establish the needs of children and to promote interventions that meet these needs. Support groups for children who witness violence are sometimes available for children, and counseling is offered to the father, traditionally in a men's group that deals with violence. Individual psychotherapy may also be recommended. Typically, family therapy is not recommended until basic issues of personal safety are met and the father's responsibility for the violence is accepted.
Second phase intervention mobilizes resources in the community to help reorganize the family system and work out relationships between spouses as well as between the parents and children. Skills training for the residential parent is an important aspect of intervention both to improve parenting and challenge dysfunctional attitudes and beliefs. The mother's success at parenting has immediate benefits for the children and for her self-esteem (14) .
For couples who wish to remain together, in cases where the man renounces violence and is actively engaged in changing his characteristic expression of anger, an initial assessment of the partners separately precedes the conjoint session. The first step in the assessment of the individual spouses is the evaluation of their commitment to the marriage and whether therapy would be a help or a hinderance in resolving the issues in dispute. If reconciliation is not an option, then custody and support issues can be worked out in the appropriate forum, including legal referral and mediation of custody and access issues where appropriate. If the family elects to remain together, then family and marital therapy is aimed at improving the quality of family life and resolving problems without resorting to violence. In family therapy, it is important that the father not only accept the responsibility for his anger, but be seen trying to deal with his anger in the presence of the children so that they can learn to identify with better ways of handling anger. Providing an interpersonal context for the resolution of anger does not imply family responsibility for a family member's anger, though powerful corrective processes can be unleashed in families in which anger is explored in the context of family of origin influences and current modes of family communication. The work of Michael White (15) , which explores in a unique way the attitudes and beliefs that promote violence in relationships, suggests one useful way to stem the flood of violence and help to reorganize relationships so that violence is no longer the solution to interpersonal conflicts.
Assessing Violence in the Family
In addition to traditional interventions designed to deal with family violence, other methods for the resolution of violence are explored in the family therapy field. Ascribing an interactionist view to family violence may increase the feeling of victimization (17) ; however, there is an urgent need to work on the effects of violence for families who stay together. This discussion does not include those families in which the woman is unable to leave because of social and economic impoverishment which bind her to the home (17) . Violence viewed in an interactional framework does not at all imply a notion of equal causality for acts of violence; and a family therapist entering this field needs to acquaint himself with the literature on feminism and family violence, particularly the warnings about the application of systems models to patterns of family violence, which tend to blame the victims for provoking the violence. Family therapy has been accused of contributing to the oppression of women in families and colluding with a patriarchal ideology that impoverishes and constrains women (18) .
The initial family interview, in which violence is explored, is a crucial first step in identifying the violence as the problem. The family therapist must guard against the tendency to reframe the presenting problem as the logical outcome of underlying processes in the family. The over contextualizing of violence can create a therapeutic environment that fails to adequately highlight the centrality of violence as the chief way in which family members are intimidated/coerced into behaving in certain prescribed fashions. The following interview process aims at highlighting violence as the problem in the family. Violence is the issue that must be attended to first before other family problems can be explored.
The family assessment deals with how and when violence occurs, who gets hurt, how often, and how family members protect themselves from anger outbursts. Multiple descriptions of violent acts are brought forth by enquiring about the experience of family members who were subjected to violent episodes. Careful note is made of "unique outcomes" (19) , where violence could have occurred but did not. The person around whom these descriptions are given (95 % of the time it is the father) is invited to give an account of how he has been able to resist the urge to strike out in an angry way and to consider what that might say of him as a person able to exercise some control in himself. The assessment is an enquiry about the extent and the effects of violence in the family. An exploration of the sibling relationship precedes an exploration of the couple's relationship and yields very significant clinical data for the parents to consider. In the sibling interview with the parents present (either one or both), the process of enquiry empowers children to begin to take control of their lives and of their own perceptions and experiences, and find nonviolent directions for dealing with others. The therapist first explores the connection between violent acts or the threats of violence and symptom formation in children. The connection between symptom formation in children and a father's violence is often not recognized by the family. In the assessment, the child's problems, as expressed through internalizing or externalizing behaviours, are brought forth in the family session through questions about how and when these problems occur. The child is asked about what he does when violence occurs, what he will do if it reoccurs, and where in his life he has managed to remain free of the effects of violence. The enquiry is especially important for siblings, as one child's solution may be of great help to another sibling. The effects of violence on the sibling relationship are clearly apparent in the roles that the children adopt towards one another and towards each parent. The therapist notes the quality of the interaction between the siblings, including protective· behaviours, aggressive behaviours, and the constant oscillation between these two extremes. Connections are explicitly made to gender links between the children and the parents, and connections are established within the family on the basis of modelling and identification of children with parents. The parents are then asked to consider whether or not they have something to contribute to an improved direction for their children's lives.
Case Example 4
Two children, Alan, age 12, and Elizabeth, age 10, were referred with their mother for behaviours that included teasing, taunting, intimidating, provoking, hitting, and bullying. Their mother was a victim of extreme violence by her husband which the children witnessed, and both children were sexually assaulted by their father when he lived in the home. The parents were divorced at the time of the referral and the father had no access to the children. In the family session with mother present, Elizabeth acknowledged that she could not trust men or boys and she felt that she would always be abused and violated by them. She closely identified with her mother as a victim of violence and sexual abuse herself. Alan was identified as the one who could not control anger' 'just like father, " and the one against whom the women of the family would always have to defend themselves. Alan had been a victim of violence at the hands of his father, but was also a victim of his own impulses. His worst fear was that he would become like his father. At times, he was extremely protective of his sister and, at other times, aggressive and intimidating. The children's relationship was a carbon copy of what the parents' relationship had been. In the family session with mother and sister present, Alan was invited to consider whether the anger was taking control of his life or he was beginning to control the anger. Distinctions were made between the person he was and the person his father was, and alternative descriptions of Alan were invited both from mother and sister which contradicted the "dominant story" that Alan was "just like father and abusive to women" (19) . A Family and Children's Services' worker who was present at the session also offered views that contradicted the story of Alan as an abuser of women. Alan was also invited to give other accounts about himself, for instance his behaviour at school, where he was viewed as a person in control of his anger and reasonable to get along with. The therapist then asked Alan what difference it would make to him if he could think of himself as a person who is kind and considerate' (like his mother and sister said he sometimes was) helpful and good-natured (as the Family and Children's Services' worker said he was). Alan replied that he could not believe it because he believed that he was bad. The origin of this belief was traced to the experience of having been punished so often by his father at a young age that he convinced himself he was bad. Alan was then asked to consider how it would be for him if he could change this perception and experience himself in the way other people experience him.
Case Example 5
Two young girls referred for psychosomatic symptoms disclosed in an interview that their father's violence was the source of their anxiety. This connection was explored in detail with the father and the children, and a treatment plan to deal with the father's anger was agreed upon. In a subsequent family session at which the father was present, the children were invited to give descriptions of their experience with the father as a person who was not always controlled by violence, and what this enabled them to see in him that he did not see in himself. The father was then asked how these descriptions of him fit with other descriptions, particularly views of him from his family of origin. Predictably, these family of origin descriptions are negative and impoverishing and the incongruity or tension between descriptions creates new possibilities for the father to experience himself as someone other than a violent man. The children were then asked in what way the family would benefit if the father could be in control of his anger rather than being controlled by it. They were also asked to comment on what it might say about the mother as a person if she were able to say what she really felt about things and not be intimidated by the fear of father's violence.
Children are empowered by the therapist's questions that challenge the ideas that inform belief systems related to violent behaviour. These questions also bring forth specific interactional responses to violence which make available to family members systemic connections in which violence is embedded. Beliefs that contribute to men's violence towards women are inevitably ideas of patriarchy, particularly among men who have been constrained emotionally in their families of origin and have very impoverished views of themselves as a male (20) . The impact of violent behaviour on the parents as individuals is also explored in the session to make connections between self-esteem, emotional impoverishment, and power inequities in the relationship. Throughout the assessment process, the therapist is continually searching for ideas that offer the possibilities of new directions by repeatedly showing how violent behaviour has severely limited individual choices and created a rigid and coercive system of relationships within the family.
The approach to violence suggested by these case examples invites the child witness to participate actively in the therapeutic process by commenting and reporting on their experiences in the presence of the parents. The sibling relationships are explored in detail as "living proof" of the effects of family violence and data are generated about belief systems and interactional patterns that constrain relationships in repetitive and coercive ways. Finally, a new direction for the family is discovered through the therapist attending to "unique outcomes" that contradicts the dominant story of violence in the lives of individuals.
In summary, this paper should act as an alarm to children's mental health professionals who do not explore the issue of violence against women and children in their assessment of clinical problems. First and foremost, questions about violence need to be asked as routinely as questions about developmental milestones and temperament. Having asked the question, clinicians must help family members find immediate answers by ensuring basic safety needs as the first priority. Men who batter must accept responsibility for their behaviour, and victims need support to deal with the physical and emotional consequences of the violence. As a minimum intervention, both parents need to become aware of the connection between the violence and their children's emotional and social adjustment. Interventions for children such as the appropriate family therapy examples offered in this paper should be considered. Other strategies such as group counseling programs for child witnesses to violence can be explored. Fundamentally, the clinical intervention must be integrated into an overall community response by mental health, social service, and legal professionals that does not silently condone violence against women and children.
